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Abstract In medical contexts around the world, supervis-
ing physicians continuously decide what degree of super-
vision to apply as trainees carry out professional activities.
Although the implications for patients can be far-reaching,
little is known about how these entrustment decisions are
formed. The concept of ‘Entrustable Professional Activi-
ties’ has initiated interest and valuable research on factors
that may influence the entrustment decision process.
The aim of the current article is to link models of en-
trustment developed in the fields of occupational and orga-
nizational psychology and military psychology to medical
education studies that have explored the factors influencing
physicians’ entrustment decisions. We provide a concep-
tual framework of the entrustment decision-making process,
which we suggest will contribute to the understanding of
how supervising physicians arrive at the decision to entrust
a medical trainee with a professional activity.
Keywords Entrustment · Entrustable Professional
Activities · Trust
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Introduction
Health care and health care training build on the progressive
granting of responsibility and autonomy to learners, a prac-
tice with world-wide prevalence [1]. At certain points in
their education, medical trainees are expected to have at-
tained sufficient competence to carry out clinical activities
unsupervised. An essential part of granting trainees pro-
gressive independence is the supervisor’s decision to entrust
the trainee with specific activities. These daily decisions are
also referred to as ad hoc entrustment decisions [2].
Such an ad hoc entrustment decision is often made im-
plicitly, and is often guided by clinical service needs [2].
Take for example a physician supervising a senior medi-
cal student taking a history on a 29-year-old female patient
with a cough. This supervisor must decide the degree of
oversight needed to ensure the trainee gathers sufficient and
accurate information to formulate a safe and effective di-
agnostic and treatment plan. Does the physician need to be
present in the exam room to observe the encounter directly
or even participate in the interview? Or is a higher level
of trust and a lower level of supervision acceptable, such
that the supervisor judges from the trainee’s post-encounter
patient presentation that the student was able to do this
well? What if the patient was a 49-year old-male patient
also complaining of chest pain? How would the supervisor
adjust his entrustment strategy then? These varying entrust-
ment decisions are a matter of daily clinical routine, but are
not well understood in detail.
Increasing interest in the concept of ‘Entrustable Pro-
fessional Activities’ (EPAs) [3–5] has led to a heightened
awareness of the supervisor-trainee entrustment decision
process [6]. Ten Cate [7] describes EPAs as essential units
of clinical work independently executable by qualified per-
sonnel. They require adequate knowledge, skills, and atti-
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tude, and they are, in their process and outcome, observable
and measurable. EPAs can be entrusted to be performed
by trainees under five different levels of decreasing super-
vision. The higher the level, the more independently the
trainee is allowed to perform the EPA [8]. Ten Cate intro-
duced the EPA concept in 2005 in response to concerns
about the adverse effects of implementing competency-
based assessment frameworks in medical education [9].
The competency-based assessment movement has resulted
in the development and global implementation of compe-
tency frameworks such as that of the Accreditation Coun-
cil for Graduate Medical Education [10] and the Canadian
Medical Educational Directions for Specialists [11]. How-
ever, competency-based assessment of medical trainees has
proven challenging [12, 13]. Critics point out that medical
competence is more than the sum of separate competencies
[14, 15]. EPAs have been introduced as a way to arrange,
observe and assess medical competencies in a holistic man-
ner. They integrate multiple competencies and, conversely,
competencies map to multiple EPAs. A trainee who has
mastered all EPAs of a specialty may generally be assumed
to possess all relevant competencies of that specialty. More
and more medical departments are now adopting ten Cate’s
approach and have characterized sets of EPAs in their spe-
cialties, such as family medicine, internal medicine, paedi-
atrics, psychiatry and geriatrics [16–21].
As entrustment decision-making is an essential part of
the EPA concept, research has been initiated to investigate
the process underlying the supervisor’s decision to entrust
medical trainees with professional activities. Research con-
ducted in medical education has mainly focused on identify-
ing factors influencing the entrustment decision [6, 22–26].
Hauer et al. [27] conducted a study to investigate how en-
trustment decisions are shaped by these factors. They pro-
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posed a model of trust formation, which depicts the starting
point and the outcome of trust, as well as accelerators and
barriers to trust formation. Ten Cate et al. [2] provided an
overview of different types of trust and entrustment deci-
sions and factors involved in the entrustment decision pro-
cess.
These valuable studies help to build understanding of
entrustment decision-making, which represents a pervasive
part of the clinical routine and the training of young physi-
cians. What is not deeply understood is how the various fac-
tors influencing entrustment decision-making interact and
how context influences their relevance and interplay. One
way to build this understanding is to analyse individual
supervisors’ stepwise thinking when considering the en-
trustment of a professional activity to a trainee in different
contexts. This analysis should clarify how entrustment deci-
sions are actually made and how different clinical contexts
affect the size and importance of influential factors. It may
also lead to the identification of additional influential fac-
tors. Ultimately, this understanding could be used to support
more accurate, safer, and fairer entrustment decisions.
While research on trust in health professions education
is relatively new, researchers in other domains have de-
voted substantial energy to studying entrustment processes.
In this article, we introduce one leading trust model, de-
veloped by organizational psychologist Roger Mayer and
his colleagues [28], as well as a modified version applied
to understanding interpersonal interaction in a complex,
high-stakes, interprofessional context: military command
and control [29]. We combine these models with the find-
ings of medical education studies of entrustment. Our aim is
to expand understanding of the entrustment decision-mak-
ing process in health care education to account for how ad
hoc entrustment decisions are actually made and how con-
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text influences the decision-making process. We provide
a research agenda to test and refine our explanations.
Conceptualizing trust
In 1995, Mayer et al. [28] addressed heightened interest in
understanding trust in occupational settings, which was trig-
gered by increasing workforce diversity and the emergence
of self-directed working teams. They developed a concep-
tual model of trust (Fig. 1), characterizing how it devel-
ops among two parties: a trusting party, called trustor and
a party to be trusted, called trustee. This model was then ap-
plied to examining the development of employees’ trust in
their managers, i. e. upward in hierarchy [30–32]. In com-
parison, in medical education the primary interest lies in
how the supervising physician entrusts a trainee, i. e., down-
ward in hierarchy. However, Mayer et al.’s model appears to
be applicable to trust processes independently of hierarchy
[32] and provides the opportunity to better understand the
supervisor’s decision to entrust a trainee.
Mayer et al. [28] define trust as the ‘willingness of a party
to be vulnerable to the actions of another party’ (p. 712)
and hence as the ‘willingness to take risk’ (p. 712) in a rela-
tionship. A key characteristic of Mayer et al.’s model is the
discrimination between factors promoting trust, trust itself,
and outcomes of trust. The antecedents of trust proposed by
Mayer et al. are characteristics of the trustor and the trustee.
These include the perceived trustworthiness of the trustee,
defined on the basis of his or her perceived ability, benev-
olence and integrity as well as the trustor’s propensity to
trust, that is, his or her general willingness to be vulnerable
to others. Propensity to trust is thought to be a stable charac-
teristic akin to a personality trait. According to Mayer et al.
[28], ability can be described as ‘skills, competencies, and
characteristics that enable a party to have influence within
some specific domain. The domain of the ability is specific
because the trustee may be highly competent in some tech-
nical area, affording that person trust on tasks related to that
area. However, the trustee may have little aptitude, training,
or experience in another area (...).’ (p. 717). Benevolence
and integrity are defined as more general dimensions of
the relationship between trustor and trustee. ‘Benevolence
is the extent to which a trustee is believed to want to do
good to the trustor, aside from an egocentric profit motive.
Benevolence suggests that the trustee has some specific at-
tachment to the trustor.’ ([28], p. 718). Integrity is defined
as ‘the trustor’s perception that the trustee adheres to a set
of principles that the trustor finds acceptable.’ ([28], p. 719).
The trustor’s propensity to trust and the trustee’s per-
ceived trustworthiness influence the trustor’s intent to be
vulnerable to the trustee’s actions. The translation of intent
to action, actual risk-taking, is influenced by the perceived
risk of the trusting behaviour: ‘If the level of perceived risk
is greater than the level of trust, the trustor will not engage
in the risk-taking in relationship.’ ([28], p. 726). The out-
come of this trusting behaviour in turn is expected to affect
future trustworthiness judgments.
Mayer et al. [28] differentiated between the willingness
to take risks (trust) and actual risk-taking (trust-related be-
haviour). They emphasized that willingness to take risks
is attitudinal and could therefore be measured using ques-
tionnaires. In contrast, actual risk-taking can only be as-
sessed via direct observation. This distinction is important,
as a given behaviour might reflect factors other than the
judgment of someone’s trustworthiness. For instance, an
employee perceiving his manager to be untrustworthy may
nevertheless act as trusting because the power differential
leaves no other option. In health care, a supervisor may en-
trust an inexperienced trainee with an urgent task because
no one else is around, or she may not trust an experienced
trainee because of prior entrustment decisions with bad out-
comes. Mayer et al. [32] argued for the general applicabil-
ity of their model and discussed its extensive application to
a wide range of contexts such as agribusiness, finance and
political science. Yet, they have critically pointed out that
it largely omits the impact of context on behaviour.
Cianciolo et al. [29] argued that previous trust research
has failed to find a consistent relation between intent to
trust and actual risk-taking behaviour due to disregard of
context. When context is not clearly defined, situational
characteristics can make trust-related behaviour difficult to
recognize and seem unpredictable. In an attempt to develop
behavioural measures of trust within military command
and control organizations, Cianciolo et al. [29] extended
Mayer et al.’s trust model by introducing the concept of
‘unit of analysis’ as a way to meaningfully differentiate
contexts and reduce intervening variables between intent
to trust and the degree of risk-taking. They adopted Mayer
et al.’s definition of trust, but stressed that what entrustment
‘looks like’ behaviourally depends on the conditions under
which it is enacted. For example, in tightly knit, homoge-
nous teams executing well-defined tasks, high levels of trust
may be inferred from economical communication among
teammates because each can anticipate the other’s informa-
tion needs. In diverse teams with complex, ill-defined tasks,
high levels of trust may be inferred from fluent information
sharing because participants identify as a team and share
common goals. Health care examples of this phenomenon
have been documented in Sutcliffe et al. [33], Pullon [34]
and Lancaster et al. [35]. In both cases, prioritizing the
group task at hand over managing interpersonal relations
is a form of risk-taking, but willingness to be vulnerable
appears different due to contextual factors.
In summary, the presented models of trust feature sev-
eral characteristics that we believe are important for a re-
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Fig. 2 Conceptual framework of the entrustment decision-making process
search agenda that advances understanding of physician su-
pervisors’ entrustment decision-making. They distinguish
between trusting attitude on the one hand and actual, ob-
servable trust-related behaviour on the other hand. In these
models, trust-related behaviour is the outcome of a con-
text-bound entrustment decision-making process that is pre-
ceded by an accumulation of smaller decisions. These mod-
els propose a conceptual structure for the decision-making
process which could be helpful for characterizing how and
when supervisors’ intent to entrust results in the entrust-
ment of a professional activity.
Integrating trust theory with empirical findings on
medical entrustment decisions
Four categories of factors have been identified in a range
of studies to influence entrustment decision-making: trainee
characteristics, supervisor characteristics, characteristics of
the task at hand and contextual factors [23–25, 36]. In addi-
tion, the relationship between the supervisor and the trainee
has been identified as an important category [6, 27]. These
studies provide a long list of factors in each category, sum-
marized in an overview table by ten Cate et al. [2]. Fig. 2
illustrates how the findings of ten Cate et al. may be inte-
grated with the trust models developed by Mayer et al. [28]
and Cianciolo et al. [29] in a unified conceptual model of
the entrustment decision-making process.
In this model, the intention to entrust a professional ac-
tivity is influenced in part by characteristics of the trainee
(trustee), which are summarized under Mayer et al.’s broad
categories of ability, benevolence, and integrity. Charac-
teristics of the supervisor (trustor) are also important. In
their model, Mayer et al. focused on the trustor’s propen-
sity to trust. This trait has also been found to affect medical
entrustment decisions, but additional factors, such as the
supervisor’s experiences with the trainee, have been shown
to exert an impact [2]. Mayer et al. described how the rela-
tionship between the trustor and the trustee longitudinally
influences the development of trust [28]. Ten Cate et al. [2]
also assert that the duration and intensity of the supervi-
sor-trainee relationship are important. The supervisor gains
an impression of the capabilities and the personality of the
trainee, which will influence future entrustment decisions.
The longer the contact with the trainee, the better the super-
visor can estimate whether the trainee has the capability to
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perform a professional activity. If the supervisor does not
have much contact with the trainee, he or she might rely
on credentials or the first impression of the trainee. On the
development of trust, ten Cate et al. [2] distinguish between
presumptive trust (based solely on credentials), initial trust
(based on the first impression) and grounded trust (inten-
sive contact with the trainee). In addition, supervisor role
ambiguity as coach, advocate, and evaluator and the shared
expectations between the supervisor and the trainee also
seem to have implications for their trusting relationship.
The entrustment is posited to depend on the degree of
perceived risk, which is influenced by situational circum-
stances and the nature of the professional activity [28, 29],
as well as the supervisor’s characteristics [29]. Research on
medical entrustment decision-making has identified con-
textual factors that may influence perceived risk, such as
time of day and available assistance, and task characteris-
tics, such as complexity and level of urgency. The degree
of entrustment is expressed by a higher or lower level of
supervision.
Cianciolo et al. [29] emphasized the importance of speci-
fying how contextual factors influence the entrustment deci-
sion-making process. Clearly defining the context in which
particular entrustment decisions are made strengthens the
link between a supervisor’s judgment that a trainee is trust-
worthy and his or her degree of observed supervision. This
enables more confident conclusions that a given level of su-
pervision stems from the attending’s judgment vs. a unique
and nonreplicable set of conditions. Cianciolo et al. [29]
proposed the concept of ‘unit of analysis’ to refer to dis-
tinct ecologies whose contextual features differentially in-
fluence the factors affecting entrustment intentions and op-
portunities to mitigate risk when trustworthiness judgments
are not 100%. In their work with military command and
control teams, Cianciolo et al. identified three units of anal-
ysis that differed in their degree of interdependence among
actors, geographical distribution between actors, and task
complexity. In medicine, units of analysis, or trust ecolo-
gies, might differ along the same dimensions such that ex-
erting supervisory control looks different and is less sensi-
tive to trainee characteristics in intensive care units staffed
by categorical residents over the night shift than in primary
care clinics staffed by resident-attending teams during busi-
ness hours. Units of analysis might also differ by specialty.
Tiyyagura et al. [36] found, for example, that parental pref-
erences influence supervisors’ decisions to entrust paedi-
atrics trainees. Attempting to define units of analysis makes
it possible to explore how exactly ‘context matters’ to the
entrustment decision-making process.
Let us apply our framework to the EPA of ‘history tak-
ing’. The supervisor will first have to judge the trainee on
his or her ability, benevolence and integrity. These judg-
ments might depend on reputation or experience with the
trainee. The supervisor has to decide whether the trainee
is generally capable and trustworthy of taking a valid and
conclusive history of a patient. Is the trainee capable of talk-
ing to the patient without the patient getting upset? Is there
a chance that the trainee will confuse the patient? Could
the trainee miss a significant finding? How reliable will the
trainee’s report and differential diagnosis be, and is the su-
pervisor willing to base future actions on it? Additionally,
characteristics of the supervisor will influence the intention
to entrust the trainee. Is he or she generally a trusting per-
son? What experiences does he or she have with this trainee
or with trainees generally?
Once the supervisor has formed the intention to entrust
the trainee, it depends on factors related to the EPA and the
context whether and to what extent the trainee will actually
be entrusted. How difficult/complex is the patient? Has the
trainee sufficient experience with this sort of case? How
urgent is the situation? How long has the trainee been on
the ward? The supervisor will have to weigh the risk of
something going wrong against his belief that the trainee
can manage this patient on his own. Dependent on all these
judgments, the supervisor will estimate the degree of super-
vision required. The outcome of this decision will in turn
influence future interactions with the trainee [2].
Discussion
The aim of this article was to provide a conceptual frame-
work to deepen our understanding of how supervising
physicians arrive at ad hoc entrustment decisions in clinical
practice. Following the recommendations made by Bor-
dage [37], the use of frameworks is an attempt to identify
potentially important variables and their interrelatedness
and to make these assumptions explicit and testable.
In order to provide a conceptual basis for understanding
how a clinical supervisor arrives at the decision to actually
entrust a clinical trainee with a professional activity, we uti-
lized factors identified through empirical research in med-
ical education and combined these with theoretical models
on trust from the fields of organizational and occupational
psychology. From the current research we obtained a valu-
able overview of the factors influencing the supervisor’s
entrustment decision. What we aimed to provide with our
conceptual model is an understanding of how these factors
might interact and under which circumstances the inten-
tion to entrust results in a particular level of supervision of
the trainee. This information could be used to improve the
accuracy and fairness of intentions to trust as well as the
effectiveness of supervisory control.
One important task for future research is to explore
which variables exert an influence on the entrustment deci-
sion and at which point. Mayer et al. [28] stress the impor-
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tance of clearly defining and differentiating between factors
contributing to trust and trust itself. Applying this argument
to our proposed model, it also seems important to come to
an agreement on definitions and labels for the variables
involved in the entrustment decision-making process. We
need to understand which factors mainly influence the in-
tention to entrust a trainee and which ones influence the
degree of supervision provided to the trainee (behaviour).
We have provided an example of a possible chronologi-
cal description of a supervisor’s thinking while entrusting
a trainee with the EPA ‘history taking’. Research studying
real-time chronological thinking observations would further
add to the understanding of the entrustment decision.
A related area of research is identifying the units of anal-
ysis or trust ecologies that simplify the variables involved
and allow confident inferences about trust intentions from
observed supervisory behaviour. We propose department or
specialty as a possible unit of analysis. This might be ex-
plored via ethnographic study followed by empirical studies
that compare specialists’ entrustment decisions in response
to different trust scenarios [38].
Additionally, it is not yet clear how strong the effects
of various factors are. Teman et al. [26] asked attending
surgeons to estimate the impact of various factors on their
decision to trust a general surgery resident. This could be
extended by manipulating trainee factors within an exper-
imental study and testing the effect on physician’s will-
ingness to trust. Field studies or studies conducted with
simulated clinical situations within a ward could also be of
high value.
Another research area is the identification of unknown
influential variables in the entrustment decision-making
process. The variables included in the model are those
which have been considered as important in the entrust-
ment decision-making process in the medical context [2].
The studies in medical education conducted so far have
used either focus groups [25], Delphi studies [39], or ques-
tionnaires and interviews in combination with video-taped
case vignettes [22, 23]. However, cognitive psychology
research has pointed out that retrospective reports and gen-
eral statements on cognitive processes have only limited
validity as they might not reveal all influential variables
[40, 41]. On the one hand, verbal reports might provoke
reactive effects [40]. Asking a physician to describe how
he judges whether the trainee in a case vignette is able
to perform an EPA without supervision might focus his
attention on factors which are easy to articulate and easily
accessible. On the other hand, subconscious influential
factors might not be detected [40]. Subconscious factors
within the trustor are partly included in the trust models
by Mayer et al. [28] and Cianciolo et al. [29]. Mayer et al.
discussed the propensity to trust as an influential variable,
and Cianciolo et al. name personality traits such as neu-
roticism or agreeableness as possibly having an impact.
The influence of propensity to trust has been supported in
medical entrustment research [2], and it is possible that
additional subjective subconscious variables such as the
first impression of a trainee or mood and gender of the
supervisor have an impact [42]. Supervisors should be
aware of potential subconscious variables and be able to
differentiate between them. Intersubjectivity in supervisors
is being acknowledged as valuable, because full objectivity
can never be obtained [43]. The positive effect of gut feel-
ing has been documented by studies [44], but supervisors
should be in the position to identify potential biases and to
correct for them [42].
Consequently researchers must be careful in choosing
the method to study variables influencing the entrustment
decision-making process. Research should apply those
methods which yield most information about the uncon-
scious and subjective factors.
The combination of trust theory with research on entrust-
ment decision-making contributes to a model-based under-
standing of the entrustment process. Making entrustment
decisions more transparent will eventually result in better
grounded entrustment decisions and hence enhanced patient
safety.
Cianciolo and Kegg [38] present a model of effective
entrustment decision-making which focuses on understand-
ing and improving supervisors’ risk-mitigation strategies.
They propose that effective entrustment decisions could be
reached by relying more on trainee observations and by
accounting for subjective factors such as supervisors’ char-
acteristics. However, this model remains theoretical, and
the size of the effects of these variables on the entrustment
decision-making is unknown. Our present model highlights
the conceptual structure of the entrustment decision-mak-
ing process and the influence and interaction of variables,
yet further work is required to test the established propo-
sitions. Conceptual models are thought to be dynamic, and
we have provided some suggestions for a research agenda
which could challenge and alter the framework. We propose
that this model will be helpful to clarify and deepen our
understanding of the medical entrustment decision-making
process.
Funding Stiftung Mercator (independent private foundation); Euro-
pean Union’s Seventh Framework Programme for research, technolog-
ical development and demonstration, under grant agreement 619349
(WATCHME Project).
Open Access This article is distributed under the terms of the
Creative Commons Attribution 4.0 International License (http://
creativecommons.org/licenses/by/4.0/), which permits unrestricted
use, distribution, and reproduction in any medium, provided you give
appropriate credit to the original author(s) and the source, provide a
link to the Creative Commons license, and indicate if changes were
made.
Model of the entrustment decision-making process 125
References
1. Kennedy TJ, Regehr G, Baker GR, Lingard LA. Progressive inde-
pendence in clinical training: a tradition worth defending? Acad
Med. 2005;80:106–11.
2. ten Cate O, Hart D, Ankel F, et al. Entrustment Decision Making in
Clinical Training. Acad Med. 2016;91:191–8.
3. Gilhooly J, Schumacher DJ, West DC, Jones MD Jr. The Promise
and Challenge of Entrustable Professional Activities. Pediatrics.
2014;133:78–9.
4. Sklar DP. Competencies, milestones, and entrustable profes-
sional activities: what they are, what they could be. Acad Med.
2015;90:395–7.
5. van Loon KA, Driessen EW, Teunissen PW, Scheele F. Expe-
riences with EPAs, potential benefits and pitfalls. Med Teach.
2014;36:698–702.
6. Hauer KE, ten Cate O, Boscardin C, Irby DM, Iobst W, O’Sullivan
PS. Understanding Trust as an Essential Element of Trainee Super-
vision and Learning in the Workplace. Adv Health Sci Educ Theory
Pract. 2014;19:435–56.
7. ten Cate O. Nuts and Bolts of Entrustable Professional Activities.
J Grad Med Educ. 2013;5:157–8.
8. ten Cate O, Chen HC, Hoff RG, Peters H, Bok H, van der
Schaaf M. Curriculum development for the workplace using En-
trustable Professional Activities (EPAs): AMEE Guide. Med Teach.
2015;37(99):983–1002.
9. ten Cate O. Entrustability of professional activities and compe-
tency-based training. Med Educ. 2005;39:1176–7.
10. Swing SR. The ACGME outcome project: retrospective and
prospective. Med Teach. 2007;29:648–54.
11. The FJRCMED. physician competency framework: Better stan-
dards, better physicians, better care. Royal College of Physicians
and Surgeons of. Canada. vol 2005. 2005.
12. Hawkins RE, Welcher CM, Holmboe ES, et al. Implementation of
competency-based medical education: Are we addressing the con-
cerns and challenges? Med Educ. 2015;49:1086–102.
13. Holmboe ES, Batalden P. Achieving the Desired Transformation:
Thoughts on Next Steps for Outcomes-Based Medical Education.
Acad Med. 2015;90:1215–23.
14. Klamen DL, Williams RG, Roberts N, Cianciolo AT. Competen-
cies, milestones, and EPAs – Are those who ignore the past con-
demned to repeat it? Med Teach. 2016;25:1–7.
15. Malone K, Supri S. A critical time for medical education: the per-
ils of competence-based reform of the curriculum. Adv Health Sci
Educ Theory Pract. 2012;17:241–6.
16. Chang A, Bowen JL, Buranosky RA, et al. Transforming primary
care training-patient-centered medical home entrustable profes-
sional activities for internal medicine residents. J Gen Intern Med.
2013;28:801–9.
17. Jones MD, Rosenberg AA, Gilhooly JT, Carraccio CL. Perspective:
Competencies, outcomes, and controversy-linking professional ac-
tivities to competencies to improve resident education and practice.
Acad Med. 2011;86:161–5.
18. Boyce P, Spratt C, Davies M, McEvoy P. Using entrustable pro-
fessional activities to guide curriculum development in psychiatry
training. BMC Med Educ. 2011;11:96.
19. Shaughnessy AF, Sparks J, Cohen-Osher M, Goodell KH, Sawin
GL, Gravel J. Entrustable Professional Activities in Family Medicine.
J Grad Med Educ. 2013;5:112–8.
20. Hauer KE, Kohlwes J, Cornett P, et al. Identifying Entrustable
Professional Activities in Internal Medicine Training. J Grad Med
Educ. 2013;5:54–9.
21. Leipzig RM, Sauvigné K, Granville LJ, et al. What Is a Geriatri-
cian? American Geriatrics Society and Association of Directors
of Geriatric Academic Programs End-of-Training Entrustable Pro-
fessional Activities for Geriatric Medicine. J Am Geriatr Soc.
2014;62:924–9.
22. Kennedy TJT, Regehr G, Baker GR, Lingard L. Point-of-care as-
sessment of medical trainee competence for independent clinical
work. Acad Med. 2008;83:89–92.
23. Sterkenburg A, Barach P, Kalkman C, Gielen M, ten Cate O. When
do supervising physicians decide to entrust residents with unsuper-
vised tasks? Acad Med. 2010;85:1408–17.
24. Choo KJ, Arora VM, Barach P, Johnson JK, Farnan JM. How do su-
pervising physicians decide to entrust residents with unsupervised
tasks? A qualitative analysis. J Hosp Med. 2014;9:169–75.
25. Dijksterhuis MG, Voorhuis M, Teunissen PW, et al. Assessment of
competence and progressive independence in postgraduate clinical
training. Med Educ. 2009;43:1156–65.
26. Teman NR, Gauger PG, Mullan PB, Tarpley JL, Minter RM. En-
trustment of general surgery residents in the operating room: factors
contributing to provision of resident autonomy. J Am Coll Surg.
2014;219:778–87.
27. Hauer KE, Oza SK, Kogan JR, et al. How clinical supervisors
develop trust in their trainees: A qualitative study. Med Educ.
2015;49:783–95.
28. Mayer RC, Davis JH, Schoorman FD. An Integrative Model of Or-
ganizational Trust. Acad Manage J. 1995;20:709–34.
29. Cianciolo AT, Evans KM, DeCostanza AH, Pierce LG. Trust in Dis-
tributed Operations. In: Stanton NA, editor. Trust in Military Teams.
Surrey. Ashgate Publishing Group; 2011. pp. 89–106.
30. Davis JH, Schoorman FD, Mayer RC, Hwee Hoon T. The trusted
general manager and business unit performance: Empirical evi-
dence of a competitive. Strateg Manag J. 2000;21:563–76.
31. Mayer RC, Gavin MB. Trust in Management and Performance:
Who Minds the Shop while the Employees Watch the Boss? Acad
Manage J. 2005;48:874–88.
32. Schoorman FD, Mayer RC, Davis JH. An Integrative Model of Or-
ganizational Trust: Past, Present, and Future. Acad Manage Rev.
2007;32:344–54.
33. Sutcliffe KM, Lewton E, Rosenthal MM. Communication fail-
ures: An insidious contributor to medical mishaps. Acad Med.
2004;79:186–94.
34. Pullon S. Competence, respect, and trust: Key features of success-
ful interprofessional nurse-doctor relationships. J Interprof Care.
2008;22:133–47.
35. Lancaster G, Kolakowsky-Hayner S, Kovacich J, Greer-Williams
N. Interdisciplinary communication and collaboration among
physicians, nurses, and unlicensed assistive personnel. J Nurse
Schol. 2015;47:275–84.
36. Tiyyagura G, Balmer D, Chaudoin L, et al. The greater good: how
supervising physicians make entrustment decisions in the pediatric
emergency department. Acad Pediatr. 2014;14:597–602.
37. Bordage G. Conceptual frameworks to illuminate and magnify.
Med Educ. 2009;43:312–9.
38. Cianciolo AT, Kegg JA. Behavioral Specification of the Entrustment
Process. J Grad Med Educ. 2013;5:10–2.
39. Wijnen-Meijer M, van der Schaaf M, Nillesen K, Harendza S, ten
Cate O. Essential facets of competence that enable trust in medi-
cal graduates: a ranking study among physician educators in two
countries. Perspect Med Educ. 2013;2:290–7.
40. Wilson TD. The Proper Protocol: Validity and Completeness of
Verbal Reports. Psychol Sci. 1994;5:249–52.
41. Eccles DW. Verbal reports of cognitive processes. In: Tenenbaum
G, Eklund RC, Kamata A, editors. Measurement in sport and exer-
cise psychology. Champaign: Human Kinetics; 2012. pp. 103–17.
42. Wood TJ. Exploring the role of first impressions in rater-based as-
sessments. Adv Health Sci Educ Theory Pract. 2014;19:409–27.
43. Pimmer C, Pachler N, Genewein U. Reframing clinical workplace
learning using the theory of distributed cognition. Acad Med.
2013;88:1239–45.
126 Y. Holzhausen et al.
44. Gigerenzer G. Gut Feelings. The intelligence of the unconscious.
New York. Group: Penguin; 2007, pp 1–280.
Ylva Holzhausen is a PhD student at the Dieter Scheffner Centre
for Medical Education and Educational Research, Charité – Univer-
sitätsmedizin Berlin.
Asja Maaz PhD, is vice director of the Dieter Scheffner Centre
for Medical Education and Educational Research, Charité – Univer-
sitätsmedizin Berlin.
Anna T. Cianciolo PhD, is associate professor of medical education at
the Southern Illinois University School of Medicine. She is the editor
of Teaching and Learning in Medicine: an International Journal.
Olle ten Cate PhD, is professor of medical education and director
of the Centre for Research and Development of Education at Univer-
sity Medical Centre Utrecht, the Netherlands.
Harm Peters MD, is professor of medical education and director
of the Dieter Scheffner Centre for Medical Education and Educational
Research, Charité – Universitätsmedizin Berlin.
